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11.  After seeing Lundy's burned hand, and suspecting
that Lundy had been shocked by more than 110 volts, Belt
went to the chief maintenance foreman for the third shift,
Lowell Dukes, and told him he thought the pilot line had
more than 110 volts, and asked him whether there was any way
he' could check the voltage on the line.  Dukes said he could
do that.

12.  Dukes checked the pilot line and told Belt

the pilot line had only 110 volts.  With that. Belt resumed
work on the belt move, so the next shift could mine coal.

13.  After the accident, the belt move was completed by
Belt's crew.  When he had it hooked up and ran the belt,

he got word from the surface to come out of the mine, because
Lundy was dead.

14.  MSHA's chief electrical investigator of the accident,
Jewell Larmouth, arrived at the mine within three hours after
the accident.  The work of extending the belt and pilot line
had been completed.  He suspected, as Belt had, that more
than 110 volts had been involved in the electrocution.  He
first inspected the 480 volt power center that supplied

power to the entire belt system.  The power was on; there
was no evidence that the circuit had been deenergized; the
cable coupler had not been removed and there was no lock-out
device or tag available.  Larmouth questioned those present to
see if anyone had tags and no one did.  He proceeded to check
for a malfunction in the transformer and control circuit.
Someone indicated that a check of the pilot line conductors
had revealed only 110 volts; but Larmouth made a more thorough
examination, testing from wire to earth and to the belt
framework and discovered that the transformer was defective.
'A contact between the primary and secondary windings in the
'transformer resulted in 330 volts tb ground in one of the pilot
wires and 230 to ground in the other pilot current-carrying
wire.

15.  Larmouth immediately issued an imminent danger
order forbidding use of the short-circuited transformer.  The
transformer, had remained in service after the accident until
Larmouth informed the operator that it was an imminent danger.

16.  The operator sent the defective transformer to
Minesafe Electronics, Inc., for an opinion as to the cause of
the defect.  The opinion stated that the failure resulted
from inadequate insulation between the primary and secondary
windings and one of two other conditions:  "(1) a large voltagebe
